This visual essay considers the links between medical research and securitization, and asks how they 
Introduction
During fieldwork in Kenya, I was struck by the ascendancy of insecurity discourses in everyday conversations. Over dinner, one expatriate colleague told me how she knew of three expatriates who had been robbed in just the previous two weeks; another colleague who runs an AIDS nongovernmental organization (NGO) told me that her television had been stolen twice, as she lay assemblage is a concern with security, particularly for states and multilateral NGOs conducting medical research, providing care and treatment, and rolling out new public health programs.
There is a growing body of scholarship focusing on the 'security-development nexus' and the ways in which development and humanitarian interventions are enmeshed with security practices.
3 For example, Mark Duffield (1997, 532) suggests that contemporary Western development policy reaffirms 'a form of sovereignty within the crisis regions' and that, in its attempt to offer aid, it contributes to political marginalization and instability. Simon Reid-Henry (2011) points out that the security-development nexus contributes to instability by discursively framing projects (including aid, humanitarianism, and global health) as matters of security, and he suggests that the scholarly focus on the 'nexus' may also reify the discourses that we are attempting to write against. These critiques help provide a setting for my argument by focusing attention on (1) the colonial resonances embedded within contemporary security practices in the global South and (2) contestations of sovereignty in humanitarianism (Duffield 2005) .
In this article I explore the ways in which discourses of insecurity are instantiated within the context of global health projects. In focusing on securitization and the architectural interventions that are part and parcel of medical research and programming in Kenya, I hope to contribute to historical and ethnographic scholarship focusing on medical research in sub-Saharan Africa (for example, Crane 2010; Geissler 2005; Lyons 1992; Peterson 2014) , especially those questioning the inequalities embedded in permanent transnational scientific institutions (for example, Small 2006a, 2006b; Farmer 2002; Redfield 2013) . These studies highlight the inequalities that are inherent in complicated global health partnerships between sub-Saharan Africa and the West, and the ways in which such projects paradoxically attempt to address poor health and structural violence while relying on fundamentally exploitative and unequal relations of power (Crane 2010; Nguyen 2010) .
They also point critically to the historical continuities between colonial medical research projects and experiments in the tropics with new global health initiatives as well as to the ways in which local communities and nation-states engage with, resist, and imagine these projects (see, for instance, Lyons 1985; White 2000; Lachenal 2011 ).
While these studies have deepened our understanding of the histories and politics of postcolonial medicine in East Africa, they do not account for the ways in which medical research and security practices merge to control and govern local cartographies of power. Sergio Sismondo (2004, 95) argues that ethnographies of laboratory spaces should not be strictly limited to those bounded by four walls (see also Latour 1988) ; thus, I seek to map the contours of what lies beyond those four walls and to understand how laboratory science intersects with geopolitical security in the global
South. In what follows I examine the security cartographies of the scientific lab and clinic -from the rules and regulations set by the national centre in Atlanta, Georgia, to those enacted (at times selectively) in the homes of expatriate 'global health' researchers living on the shores of Lake Victoria in Kenya. In doing so, I speak more broadly to postcolonial public health administration and build on historical studies of tropical medicine, urban planning, and 'sanitary segregation' in Africa (see, for example, Curtin 1985; Otiso 2005; Murunga 2005; Overton 1987; Swanson 1977; Kennedy 1987) . The material effects of these security practices bear a strong resemblance to the racialized patterns of tropical medicine and colonial settlements in Kenya more generally. 4 This article emerges from a larger project that explores how HIV science and scientific practice disrupt, alter, and reconfigure landscapes and public spaces in Kenya. 5 US state institutions like the Walter Reed Project (WRP) and the Centers for Disease Control and Prevention (CDC) have large, scientific labs and medical research field stations in many parts of Africa. In Kenya, both of these state agencies have been conducting research on malaria, HIV, and tropical diseases for over thirty years. My inquiry illuminates the unexpected outcomes of the medical research that Northern states conduct in the global South, exposing the still-uneven flows and landscapes of transnational medical research -not to mention the contestations of sovereignty -embedded within the broader political 4 In the spirit of critical self-reflection and historicizing research, it feels necessary to mention that, according to Philip Curtin (1985 , 610), in 1913 -1914 the London School of Hygiene and Tropical Medicine (LSHTM) initiated the 'most elaborate segregationist proposals, combining racist and sanitary objectives'. As a postdoctoral fellow with the LSHTM, I was aware of its colonial history in Kenya but not of these particular colonial segregation plans. This raises important questions about how scholarly institutions with racist, colonial pasts newly negotiate postcolonial landscapes, and the impact these histories might have on our own critical ethnographic practice. 5 The photographs in this article were collected between 2007 and 2011, during postdoctoral research, which focused on the unintended consequences of medical research in western Kenya. For other photographic essays focusing on walls, see Wigoder (2010); Caldeira (2012) ; Andersen and Möller (2013); Yen-Ling (2011); and McGuire (2013) .
and economic relationships between East Africa and the North (Das 2007; Nguyen 2010 Fund, Gates Foundation, USAID, and the CDC), which is controlled by the political elite (Cooper 2002 ). This political-economic configuration -a political elite whose chief control is concentrated at the gate -weakens its ability to negotiate sovereignty within, particularly with foreign aid donors like the US Embassy.
My aim is to illuminate the assumptions, practices, and policies pertaining to danger, fear, and insecurity embedded within such state projects, and to consider the various ways that the North reconfigures security in the global South. In so doing I speak to the contradictions in what Ann Stoler (2006, 134) calls 'compassionate imperialism': the guarded walls surrounding lab compounds and researchers' homes mark the profound social inequalities that continue to plague global health research. How do such micropolitical acts in the areas of medicine and humanitarian aid reconfigure postcolonial landscapes? I explore security practices in transnational medicine as one form of contested statecraft in contemporary Kenya, a nation increasingly represented locally and globally as an insecure state; these issues are considered alongside a series of images that illustrate the material effects of security practices in western Kenya.
Postcolonial landscapes
East Africa has long been a preferred site for medical research (Neill 2012; White 2000 I combine a range of materials collected from public sources (for example, community events and meetings, scientific lectures and conferences, news publications and recordings, grey documents, and e-mail lists) with private, and thus 'de-identified', materials from participant observation and interviews. Although my research focuses specifically on the politics and everyday practices of HIV trials, because these trials were part of larger medical research institutions and collaborations that encapsulated a spectrum of research projects (including malaria, tuberculosis, and tropical diseases),
it also speaks to global health projects more generally.
Walls as symbolic, Kisumu 2010

Discourses of (in)security
Medical research is often carried out in nations such as Kenya, Uganda, and South Africa due to a complex set of factors including economics, presence of specific HIV strains, availability of drugnaïve patients, and relative political stability (compared to countries like the Democratic Republic of Congo, Sudan, or Somalia); however, international aid workers are still kidnapped and sometimes killed (Duffield 2010) . The internationals employed by these Northern institutions, whether statist, humanitarian, or multilateral NGOs, are often framed as being at risk for violent encounters, and military analysts consider them to be 'soft targets' for terrorists (Rosenau 2004) . East Africa and the continent more generally continue to be framed as dangerous spaces, plagued by random violence, criminality, questionable policing, terrorist cells, and insecurity Comaroff 2006, 2000; Ferguson 2006 ). Yet, there is little evidence to suggest that American researchers or aid workers in is quite common, instances of expatriates being violently attacked in Kenya are very rare, and this illustrates how unevenly, and somewhat racially, the risk of violence is mapped in East Africa.
The material effects of these insecurity discourses, and the physical structures and everyday practices of security, mark the local landscapes in western Kenya. One of the ways in which these security measures transform landscapes is through walls and gates. Wendy Brown (2010) suggests that the wall is a symbol of declining sovereignty, a futile performance by a weakening state: part theatrical performance, part art, part engineering wonder, part architectural instrument, part illocutionary act.
As a technology the wall does (or imagines doing) many things: excludes people, divides people, protects things, separates spaces, occupies territory, and declares ownership. The walls surrounding US Embassy labs and homes in Kenya do not reflect a loss of a geopolitical identity (or weakened sovereignty); rather, their discursive practices and material effects maintain and reinforce the sovereignty of foreign powers in Kenya, from the security of nations to the security of the expatriate body. It is a re-enactment and reproduction of the sovereignty of an imperial state through global health practices, rather than weakened by neoliberalism (Stoler 2006 ).
In Kenya, the structures that function as walls are many and varied: broken-down wooden fences, rock walls made from local materials, slabs of cement, chicken-wire fences that are barely standing, and so on. Some are just sheets of metal barely held together; others bear the colours of the Kenyan flag; some have informal advertisements for rabies treatment, Coca Cola, or NGOs; and then there are those meant to keep the hippopotamuses from getting into the garden. The more ominous walls have barbed razor wire and shards of broken glass meant to wound anyone who might consider climbing them. Some of the walls stand alone, but many are only a part of a larger, complicated security system. The systems may include panic buttons, alarms, and surveillance cameras. I was most interested in the ostentatious, most obvious performances of security: the highest walls; those 91 with razor wire, electrical currents, and guards; and those that advertised that the property used two or three local security companies for protection and surveillance, as though one company alone would not be sufficient. Kenya's private security force remains one that relies on human resources for guarding properties and perimeter walls, unlike, for instance, South Africa, which has largely moved to technological security practices (Abrahamsen and Williams 2005) .
Local security measures, more creative, Kisumu 2009
Security for medical research and programs is provided by private corporations, both local and international, rather than by state or public police forces. The privatization of security by the Kenyan state and the US Embassy is a distinguishing feature of postcolonial state relations in East Africa, or the 'outsourcing of the state' (Comaroff and Comaroff 2006, 16) . Bedrock, KK Security, JRS, Securicor, and G4S -the latter traded on the London Stock Exchange -are just a few of the private security companies that provide services in Kenya. There are between four hundred and two thousand private security companies now operating in Kenya; a lack of regulation and licensing makes it difficult to obtain precise estimates (Abrahamsen and Williams 2005) . The industry has grown rapidly in recent years not only as a result of concerns about corruption in the state police force and a growing small arms trade but also because, in East Africa, Kenya is the regional site for many embassies as well as for humanitarian and transnational NGOs that have institutional mandates to protect their international workers. Yet, rumours circulate widely that security guards themselves, poorly paid and unarmed in dangerous work conditions, collaborate with criminals, are involved in home invasions, and steal the money they charged with transporting. 13 It would be an error to suggest that it is only expatriates who build these walls and hire these security forces. Faced with a public police force that has been weakened by structural adjustment programs and corruption, elite Kenyans also turn to private security companies that offer them walls, guards, and surveillance systems (something that is especially obvious in Nairobi). 14 Further, reflecting local tensions between African Kenyans and Indian Kenyans (and perhaps indicating an inherited vestige of colonialism), the affluent among the latter engage in similar practices and discourses. 14 I do not consider elite Kenyans' engagement, resistance, or responses to these foreign security practices in this paper but it is an important area of inquiry worthy of consideration in a separate paper.
15 Ethnic and/class relations between Indians and African Kenyans is an issue requiring further exploration. For a discussion of Indian settler relations in colonial Kenya, see Murunga (2005) .
Through medical research in Kenya, states are simultaneously configuring and performing security on multiple levels. These include political imaginaries, field stations, and intimate spaces of the home.
Political imaginaries
The history of Kenya as a space for al Qaeda, al-Shabaab, and the embassy bombings justifies the everyday security techniques of home and office, and politicizes the imaginary. The 1998 bombing of the US embassies in Nairobi (Kenya) and Dar es Salaam (Tanzania) resulted in an intensification of embassy security, and a prioritization of the safety of American citizens working in East Africa.
On 7 August 1998 both embassies were bombed simultaneously, killing 224 people (most were East Africans, twelve were Americans) and injuring five thousand. The embassy attacks were linked to al dangerous. Its approach to security for American citizens is distinct. For instance, in a comparative study of projects led by the US, United Kingdom, and Denmark, Bachmann and Hönke (2010, 104) found that the US projects in Kenya were 'more clearly driven by homeland security concerns and the development agency USAID has relatively little influence on these imperatives'. The framing of security in the region in relation to terrorism pre-dates the 11 September 2001 events in New York City (Rosenau 2005 CDC staff member seconded to Kisumu for a three-month position, recounted having had dinner with another CDC employee a few nights before and that the woman had violated all the basic security rules they had learned. When I asked how, she explained that her colleague had been smoking and talking loudly, and had publicly stated that she was an American working for the CDC.
Kate explained that, during CDC security training, staff members were instructed not to let locals know that they were Americans. There are no requirements, no badges, and no stern security guards.
Kenyan flag, Milimani, Kisumu
Under the complex agreement between the US state and KEMRI, security is the responsibility of the The perimeter walls around research stations and the techniques of security are very important markers at the level of the political imaginary (Brown 2010) . While it might be common for scientific labs to be guarded, regardless of their location, this is at odds with the rhetoric of compassion, integration, and collaboration that characterizes contemporary global health research. The KEMRI collaborations with the CDC and the WRP focus on diseases of inequality -HIV especially, but also malaria (easily prevented with mosquito nets), TB (linked to poor social conditions and HIV), and rotavirus (diarrheal diseases resulting from poor access to potable water) (Nguyen and Peschard 2003) . Embedded within state projects that aim to address global health inequalities are practices that reify the very same historical inequalities they seek to address. These practices of walling -a securitization if not a militarization of medical ethics and practices -hinder our attempts to address inequalities and certainly obstruct any possibility of a democratic global science. Although many researchers are acutely aware of this inherent paradox in their work and institutions, it has become so normalized that it is rarely seriously challenged.
Domestic spaces
In the early twentieth century Kisumu, Kenya's third-largest city after Nairobi and Mombasa, was an important township, being a major inland port on Lake Victoria and located at the head of the railway (Whitehouse 1902 (Ndege 2001) . Kisumu was divided into three living areas with the intention of limiting cross-contagion between populations. Milimani, which overlooks the port and railway, was home to the Europeans. The Indian Quarter (or Bazaar) was designated for Asians.
On the outskirts of town was the third area, designated for Africans. Otiso (2005) describes colonial policies under British rule in Kenya that excluded Africans (and in many cases Indians as well) from particular urban spaces, declared specific areas unhygienic for European settlers, and established legislation that prevented Africans from owning land and, at times, from working in urban centres.
He suggests that, after independence in 1963, these exclusionary practices were maintained, although they evolved from being a racially based to a class-based form of segregation, which continues to have ill effects on the majority of poor Kenyans today. Current configurations of domestic housing for expatriates, Kenyans, and Indians echo colonial policies of urban planning and quarantining.
Today, Milimani, which borders the growing and intensely overpopulated and under-resourced Nyalenda housing projects, continues to be the home of Kisumu's elite. Milimani has evenly paved streets, the grass is green and always manicured, and the flowers are lush with fragrant blooms, especially after the rainy season. It is filled with immense homes surrounded by fences, private security, and guard dogs. Here the US state's jurisdiction works itself into American citizens' homes in East Africa as it designates approved zones for living and suitable housing. How do medical researchers reconcile principles of care and collaboration with the segregating walls and security measures of the institutions in which they work? Many of the researchers and medical staff working for the CDC and the WRP indicated that they were motivated so by a politics of compassion, their concern being to address the devastating impact of AIDS and/or the inequities in global health and to 'save lives'. Humanitarians, leftist activists, poverty advocates, medical doctors, anthropologistsmany of us are drawn to work, activism, and research in global health and imagine a world free of borders and barriers, and yet we often must live with institutional policies and practices that contradict those principles (see Feldman 2007) . At times, this might include gated communities whose physical barriers exclude, discriminate, and enact oppressive political will.
American CDC and WRP researchers are cut from many cloths; some were obviously uncomfortable with the security measures they were compelled to obey, while others, like Sarah, 20 saw them as necessary. Before leaving the United States Sarah was provided with a portable door alarm, a device that she hung on the doorknob so that, should an intruder open it, a loud alarm would sound. 21 These devices had to be returned to the office at the end of her secondment. She was vigilant about following the regulations set forth during her security training with the CDC.
There are many similarities in security practices among elite (white and black) Kenyans, Asians, and the expatriate community, but those mandated by the US Embassy are not elective, and they are specifically at odds with the discourses of cooperation and collaboration in contemporary medical research and aid.
US Embassy staff are required to live in embassy-approved housing located in embassy-approved areas. In Kisumu, all embassy-approved homes are located in the neighbourhood of Milimani, the historical residence of British colonialists, then of elite South Asians, and now of US Embassy employees, other expatriates, and elite Kenyans. The homes are gated residences guarded by staff 20 Names have been changed to protect identities. 21 In Islands on White, his history of white communities in Kenya and the former Rhodesia, Dane Kennedy (1987) recounts a fictional story by Doris Lessing of Mrs. Knowell and her habit of sleeping with a locked and barricaded bedroom door (and a revolver under the pillow). Expatriate staff practices of locking the metal bedroom door, or hanging the motion-sensor alarm on bedroom door handles, while new performances of segregation and security, are certainly a vestige of these historical practices.
101 from KK Security; most have immense metal gates, electrical and/or razor-edged fencing, guard dogs, and panic alarms. US Embassy homes are often easy to identify by the security company vehicles sitting outside of the gates. Like entry to the field stations, entry to a CDC employee's home requires showing identification and receiving permission to enter the property. Even the interiors of the homes are governed by US Embassy rules. For instance, it is mandated that bedrooms must have internal-locking steel doors. When I asked one CDC employee about this, she surmised it was a precaution should there be a political coup. Social events at the homes of CDC administrators and researchers come with increased security measures: extra guards, a list of invited guests, and yet more KK Security cars parked at the entrance. I found it uncomfortable to walk past reinforced security gates in order to attend these 'expat' parties; however, for most embassy workers, it was normative, just part of everyday life. To me, such extreme security measures appear to be a dramatic overstatement, an exaggerated performance of imperial privilege that is less about security and more about exclusion, about stating who is not allowed to enter. elite who benefit from their role as gatekeepers at the national level, the askari too accrue social and economic status as the guards who govern and protect Americans, Kenya's elite, and their families while they stand astride both the local territory and the cosmopolitan other. 23 And while it is a dangerous occupation, it is at least a paid position in a nation that suffers from an unemployment rate of 50 percent, or more, and a space that provides access to external global economies. In this context, the gates that they man both include and exclude their own (Kenyan) bodies, providing access to international visitors and the global health research apparatus, and yet governing their place outside of the labs, clinics, and domestic spaces of expatriates and elite Kenyans. Regardless, Kenya has not been able to achieve financial independence, relying heavily on gifts, loans, and foreign aid, especially for HIV/AIDS and medical research infrastructure (Hornsby 2013 ). This pattern of aid continues, but now includes foreign loans from China and other Asian investors as well.
24
Such conflict is also reflected in recent shifts in the management of the international collaborations between KEMRI and the CDC. In such collaborations, as Duffield (1997, 532) 
Conclusion
The colonial discourses of bodily contagion that rationalized urban segregation and exclusionary practices in the early twentieth century are reiterated in a discourse that focuses on a different type of threatening body: the terrorist African. No longer excluded because of theories of contagion,
Africans are now excluded from embassy labs, clinics, and homes due to policies and regulations that deem them a security threat to American nationals and nationalist projects. It is difficult not to read a racial subtext into these government insecurity discourses and physical artifices. The framing of expatriates as at risk, and the surveillance and security measures that follow, reproduce a context of exclusion, mistrust, discrimination, and fear -of spaces, peoples, and bodies. This situation then paradoxically demands further security measures, which creates more fear, which requires additional security measures, and so on, ad infinitum (Reid-Henry 2011). These practices and discourses contribute to the politicization of medical research and exclude particular types of bodies. They reinforce uneven relations of power, reminding Kenyans of their marginal status in comparison to that of the US state, and they reinforce the marginality of both Kenyan science and the Kenyan state in relation to 'global' medical research (Stoler and Cooper 1997) . These security practices are disproportionate performances that, on a daily basis, remind Kenyans of the power, privilege, and prestige of the US nation state.
Paradoxically, security for the CDC and the WRP is provided by private corporations contracted out by the Kenyan state through the complex bureaucratic agreement between the US Embassy and KEMRI. The embassy's demand that American citizens in Kenya be protected from Africans relies, in part, on Kenyan men, who are underpaid and who take great risks in a nation in which reports of poverty-driven crime are on the increase. As relatively poor and underpaid African men, they enact policies that limit their access to spaces that Americans have carved out -labs, clinics, homes -in their own nation, and they do so amidst discourses of insecurity that frame them as threatening and dangerous. US Embassy staff are cordoned off into elite neighbourhoods or into workspaces where they are forced to abide by security policies that limit their personal and professional lives and that feed fears that they are at risk, when there is little evidence to suggest that this is the case. This increased militarization of both global medicine and East Africa by the United States enables security to creep into intimate spaces, homes, and workspaces in unprecedented ways.
The world certainly does seem to be more and more focused on insecurity, in all its forms, and this is not limited to developing nations. As anthropologists we work in many social landscapes that others would consider 'insecure'. At York University in Toronto we receive e-mail alerts reporting violent crimes on campus or at the nearby intersection of Jane and Finch, reports that are often disturbingly racialized. It is not my intention to downplay questions of security. From Kenya, I
recently received an e-mail from a Kenyan friend in which he commented: 'We're going through another cycle of ugly insecurity right now.' 25 More than most I am aware of what dangers fieldwork may inadvertently bring. 26 As researchers we, too, must attempt to reconcile safety, anthropological praxis, and housing in the field, and we may seek out security guards or guarded homes. However, 25 Received 15 June 2013. 26 During fieldwork in 2009, I was physically attacked at night, and sustained life-threatening injuries.
some of the most intensely guarded homes in Kisumu and Nairobi are still broken into; US Embassy staff are still robbed in their cars, in hotels, and in restaurants as they socialize over dinner.
We must be mindful that, when these walls and security practices occur as part of international medical research projects, they function as mechanisms of state power that reiterate historical legacies insidiously by constructing difference between bodies to be protected and bodies that threaten. 
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